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Churches, mosques, and condoms:
understanding successful HIV and
AIDS interventions by faith-based
organisations
Matthew Clarke, Simone Charnley, and
Juliette Lumbers
There are an estimated 33 million people living with the Human Immunodeficiency Virus (HIV)
worldwide. While national education campaigns have been successful in providing a broad
platform of awareness of HIV and AIDS, within some countries faith-based organisations
(FBOs) have assumed an important role in educating and supporting local communities to
reduce HIV transmission. This article conceptualises the successful characteristics of a Chris-
tian organisation in West Papua and a Muslim organisation in Thailand. The ability of both
these FBOs to engage successfully with their communities on issues of sexual practice provides
important lessons for other FBOs seeking to reduce HIV transmission.
E´glises, mosques et pre´servatifs : comprendre les interventions fructueuses de lutte contre le
VIH et le sida entreprises par les organisations d’inspiration religieuse
On estime a` 33 millions le nombre de personnes qui vivent avec le virus de l’immunode´ficience
humaine (VIH) dans le monde. Bien que les campagnes d’e´ducation soient parvenues a` fournir
une plateforme large pour la prise de conscience du VIH et du sida, au sein de certains pays les
organisations d’inspiration religieuse (OIR) ont assume´ un roˆle important au moment
d’e´duquer et d’aider les communaute´s locales a` re´duire la transmission du VIH. Le pre´sent
article conceptualise les caracte´ristiques efficaces d’une organisation chre´tienne en Papouasie
occidentaleet d’une organisation musulmane en Thaı¨lande. L’aptitude de ces deux OIR a` dia-
loguer efficacement avec leurs communaute´s respectives sur les questions relatives aux pra-
tiques sexuelles donne lieu a` des lec¸ons importantes pour d’autres OIR qui cherchent a`
re´duire la transmission du VIH.
Igrejas, mesquitas e preservativos: entendendo as intervenc¸o˜es bem-sucedidas contra o HIV e
AIDS de organizac¸o˜es baseadas na fe´
Estima-se que existam 33 milho˜es de pessoas vivendo com o Vı´rus da Imunodeficieˆncia Humana
(HIV) no mundo todo. Embora campanhas nacionais de educac¸a˜o tenham sido bem-sucedidas
em oferecer uma ampla plataforma de conscientizac¸a˜o sobre o HIV e a AIDS, em alguns paı´ses
as Organizac¸o˜es Baseadas na Fe´ (FBOs) teˆm assumido um papel importante na educac¸a˜o e
apoio a`s comunidades locais para reduzir a transmissa˜o do HIV. Este artigo conceitualiza
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as caracterı´sticas bem-sucedidas de uma organizac¸a˜o crista˜ em Papua Ocidental e de uma
organizac¸a˜o muc¸ulmana na Tailaˆndia. A habilidade destas duas FBOs de interagir com
sucesso com suas comunidades em relac¸a˜o a questo˜es sobre pra´tica sexual oferece lic¸o˜es
importantes para outras FBOs que buscam reduzir a transmissa˜o do HIV.
Iglesias, mezquitas y condones: ana´lisis de campan˜as exitosas contra el VIH/SIDA realiza-
das por organizaciones basadas en la fe
Se estima que 33 millones de personas en el mundo son portadoras del Virus de Inmunodeficien-
cia Humana (VIH). Si bien las campan˜as gubernamentales de educacio´n han dado buenos
resultados en la difusio´n de informacio´n sobre VIH y SIDA, en algunos paı´ses las organiza-
ciones basadas en la fe (OBF) han desempen˜ado un importante papel educativo y de apoyo
a comunidades locales en la reduccio´n de la transmisio´n del VIH. Este ensayo analiza las par-
ticularidades de campan˜as exitosas de dos organizaciones, una cristiana en Papu´a Occidental
y otra musulmana en Tailandia. Los buenos resultados de estas OBF en la difusio´n entre sus
comunidades de temas relacionados con pra´cticas sexuales ofrecen claves importantes para
otras OBF que buscan reducir la transmisio´n del VIH.
KEY WORDS: Civil society; Gender and diversity; Social sector; East Asia
Introduction
Worldwide an estimated 33 million people are living with the Human Immunodeficiency Virus
(HIV), with a further 2.5 million new infections each year (UNAIDS 2008). Transmission of
HIV and Acquired Immune Deficiency Syndrome (AIDS) occurs through the exchange of
bodily fluids. This occurs generally through sexual intercourse, sharing needles containing
infected blood, and incorrect dressing of infected wounds, and from mother to child across
the placenta or during breastfeeding. Transmission can be prevented only by changing
people’s behaviour in order to minimise the risk associated with these activities. Achieving
such change, however, is difficult. While national education campaigns have been successful
in providing a broad platform of awareness of HIV and AIDS, more specific and locally initiated
campaigns have had a greater effect in enabling sustained behaviour change. NGOs have played
an important role in initiating and implementing the local behaviour-change campaigns. Within
some countries, faith-based organisations (FBOs) have also assumed an important role in edu-
cating and supporting local communities to reduce HIV transmission.
While the existence of organisations with religious affiliations working to improve the well-
being of the disadvantaged is not necessarily recent (for instance, there are lay missionary
organisations dating back hundreds of years), the term ‘faith-based organisation’ is relatively
recent, having been coined to distinguish those organisations that are ‘sectarian’ in nature.
While FBOs share the same basic characteristics as ‘secular’ NGOs – independence, being
not-for-profit, voluntary, and altruistic (Ball and Dunn 1996) – they are further distinguished
by their affiliation with a religious structure, doctrine, or congregation. As with many develop-
ment concepts and terms, a precise definition of ‘faith-based organisations’ does not exist (see
Cornwall 2007). Vidal (2001) identifies three types of FBO: congregations affiliated with a
physical structure of worship or geographical grouping of worshippers; national networks of
congregations, including national denominations and their social-services affiliates, and other
networks of related organisations, such as the YMCA (Young Men’s Christian Association)
and YWCA (Young Women’s Christian Assocation); and unaligned or free-standing religious
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organisations that are incorporated separately from congregations and national networks. In this
article, the definition of an FBO will extend Vidal’s third typology so that while FBOs remain
incorporated separately from religious congregations or doctrine, they maintain an active
relationship with this religious institution and are motivated to enhance human dignity by its
tenets and teachings.
Therefore, FBOs are not simply those agencies that have vaguely stated religious motivation
(such as World Vision) or origins (such as Oxfam). Rather, they must have an active link to a
religious institution (such as Lutheran World Service or Caritas). FBOs have long played an
important role in enhancing the welfare of local communities. While religious groups are pri-
marily concerned with providing spiritual leadership, for many the interest in physical welfare
of their communities has also been a core aspect of their existence. This concern with physical
welfare is often experienced and delivered through affiliated FBOs which operationalise this
outreach.
However, FBOs have long been ignored in mainstream discussions of community
development. This apparent exclusion should not be mistaken for their non-existence. More cor-
rectly, their lack of visibility reflects a blindness of the development sector itself in failing to
recognise FBOs within their societies. This may be partly explained by the fact that FBOs
are embedded within communities and are less external agents and more ‘organic’ to these
communities. It can also be explained by FBOs’ choice to position themselves outside the
development sector and remain more closely aligned with the religious body to which they
are affiliated.
The exclusion of FBOs in discussions on community development work is now diminishing.
More recently there has been a recognition, both within the development sector and by FBOs
themselves, that there is importance and synergy to be gained by being aware of one another
and incorporating FBOs more deliberately into the development domain. As participatory com-
munity-focused models of development have become increasing dominant in recent years (see
Chambers 1983, 2005; Stiglitz 1999; Craig and Porter 1997; Sihlongonyane 2003), FBOs have
become increasingly ‘attractive’ as agents or key stakeholders in the development process, due
to their strong links to local communities. Moreover, FBOs themselves have also begun to
initiate contact with donors to seek increased involvement (and funding) in development inter-
ventions. Over the past decade a number of international forums have brought together FBOs
and large international donors to explore how to leverage the experience and expertise that
both groups can bring to improving the lives of the poor.
Marshall and Van Saanen (2007) note that FBOs are seeking ‘a seat at the policy table, while
they are also, in many instances, asking development institutions to work and support faith
groups in scaling up their community and social justice operations’ (p. 4). Past reluctance by
donors to work with FBOs is now being replaced by a clearer understanding that FBOs are a
legitimate part of civil society, with an entre´e into local communities, networks across countries
and regions, and (often) expertise in community development processes and interventions. This
recent ‘acceptance’ of FBOs mirrors the ‘acceptance’ of NGOs during the 1990s by the same
donors. Enhancing aid effectiveness entails accessing and engaging with local communities,
and there is now a recognition that FBOs (like NGOs) can facilitate this access and engagement
for donors.
There are consequences for FBOs, however – beyond potential increases in funding – in
assuming this more public role. Seeking a ‘seat’ at the policy table also means greater scrutiny
of one’s own activities, and acceptance of public funding is associated with expectations that
funded interventions will reflect best practice or community standards in addressing various
development issues. Of particular interest to this article is how FBOs address HIV and AIDS
within this new dynamic.
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This article considers the interventions adopted by a regional Muslim network in Thailand
and those of a local Christian organisation in Papua, Indonesia. Although they work in different
contexts, the successful engagement of both these FBOs with their communities on issues of
sexuality and sexual practice provides important lessons for those seeking to reduce HIV trans-
mission through sustained behaviour change. Although there is no single model or approach for
HIV and AIDS interventions by FBOs, this article conceptualises a ‘wheel’ of successful
characteristics, based on the experiences of the two case studies presented. These characteristics
should be considered by FBOs operating within the HIV and AIDS sector.
FBOs and HIV and AIDS
The involvement of FBOs in preventing HIV transmission or caring for those with AIDS is
perhaps counter-intuitive to many. Transmission of HIV occurs through the exchange of
bodily fluids. This occurs generally through intimate physical contact. Other than via pregnancy
and breastfeeding, transmission of HIV in most instances is associated with ‘sinful’ activity –
that is, sexual intercourse with multiple partners or commercial sex workers,1 prohibited sexual
practices such as anal intercourse (including ‘men who have sex with men’), or injection of
illegal drugs. Reducing the likelihood of transmission requires behaviour change – either the
(unlikely) abstinence from these activities or a harm-reduction approach such as instigating
the use of condoms and cleaner injecting equipment.
It might be expected that FBOs would have a natural preference to eschew involvement with
HIV and AIDS in favour of more appropriate or ‘moral’ interventions, such as provision of
health and education services, agricultural extension, water and sanitation, or economic enter-
prises. Indeed, during the early phase of the HIV and AIDS epidemic, religious leaders and
FBOs were generally silent on the issue – often only breaking their silence to preach against
same-sex practices that were considered to be the main mode of transmission. Given the
stigma that was attached to HIV and AIDS, many religious leaders and FBOs also denied
that this was a relevant issue for their own communities, thus adding further to the stigmatis-
ation felt by those affected (including the families of infected persons). Without doubt,
denial, silence, and stigmatisation by FBOs and religious leaders have at times hindered inter-
ventions aimed at reducing HIV transmission and the care of those with HIV and AIDS, thereby
exacerbating the problem.
Full engagement with HIV and AIDS prevention requires efforts to address human sexual
activity and illicit drug use. Addressing these activities also requires acceptance of them and
an ability to communicate effectively about these activities and how they relate to religious
teachings and beliefs.
The idea that religious leaders would become vital actors in the global fight against HIV
and AIDS once seemed improbable. The complex issues at the heart of transmission of HIV
and AIDS – particularly those that touch on sex, sin, and sexual decision-making – were
approached by many religious groups with taboos or preaching . . . This situation has
changed dramatically in the past five years. The ferocity of the HIV and AIDS pandemic
has drawn many religious leaders and groups – by insight, compassion, or the practical
realities around them – to respond. The moral call to act has also led many to a change of
heart, as the links between HIV and AIDS, poverty, and development have become increas-
ingly clear. (Marshall and Van Saanen 2007: 49)
Previous faith-‘neutral’ interventions undertaken by FBOs were (and remain) desperately
needed to improve the lives of the poor and are therefore valid in their own right. If,
however, FBOs did choose to engage with HIV care and prevention, one might assume that
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they would be more likely to focus on the preaching of abstinence, in line with their theological
tenets. As will be discussed below, some FBOs are now engaging with HIV care, prevention,
and advocacy in ways that closely resemble secular approaches, such as condom distribution
and social marketing. The reasons for this shift include the greater prominence given to
HIV and AIDS in national policies, the overwhelming number of those infected and affected
by HIV and AIDS (particularly in sub-Saharan African countries and some parts of Asia),
the increasing need for a multi-sectoral response, and pressure from donors, national
governments, and local communities themselves for FBOs to address HIV and AIDS more
adequately – but also their associated problems of orphans, reduced household incomes, and
ongoing stigmatisation. Where once the response of FBOs hindered positive responses to
HIV and AIDS and abetted stigmatisation, FBOs are now playing a central role in addressing
this phenomenon in all its guises.
In the absence of a vaccine or cure being developed within the foreseeable future, preventing
HIV transmission is largely dependent upon effecting sustainable changes in behaviours associ-
ated with increasing risk of transmission, predominantly the exchange of infected bodily fluids.
Behaviour change is difficult to achieve. Clarke (2002) found that more targeted and risk-
specific information is required by those who undertake risky behaviours associated with trans-
mission of HIV than is required by the general population. It is not appropriate or efficient to
provide to the wider population explicit information that is relevant to commercial sex
workers or injecting drug users. Dissemination of such information could, at the very least,
further stigmatise these ‘at risk’ groups. However, it is necessary that this information –
often specific to small geographic areas or sub-population groups – be prepared and publicised.
As the World Bank (1999: 146) has noted, ‘although it is highly desirable to focus public inter-
ventions on those who are most likely to contract and spread HIV, identifying and reaching
these individuals can be difficult, especially when legal sanctions and social stigma cause
these people to want to avoid being discovered’. It is at this level, however, that FBOs can
be very effective in reaching isolated or illicit communities, by drawing on their local commu-
nity networks and trust within communities.
Moreover, for these ‘at risk’ groups it is insufficient to disseminate information and expect
that this will result in sustained behaviour change. It is also necessary to establish peer
support which enables changes to be contemplated, attempted, and then sustained. Again,
FBOs have natural advantages of working at the local level to assist in building the capacity
of peer trainers and peer support. The development of an ‘enabling environment’ is fundamental
to sustaining behaviour change (Parnell and Benton 1999). An enabling environment encom-
passes much more than simply addressing the risk behaviour itself. It may include issues such
as general employment, health care, access to education, or personal security. Therefore,
effective and sustained change requires changes in these other environments. Not only must
individuals be able to understand the risks to their own health and life: efforts to help them to
change their behaviour must be complemented by initiatives that include modifying (including
reducing or strengthening) external factors that are linked to these risk behaviours (World
Bank 1999).
Faith-based organisations are uniquely placed to operate within communities and outside
mainstream structures that constrain activities and networking of other civil society groups.
Unlike secular NGOs, FBOs have a natural constituency at the local level but in addition
they also have organisational networks, both national and international. Using the networks
that exist at these different levels supports their ability to undertake effective community devel-
opment. Feeny and Clarke (2009) describe the different roles that NGOs can play at the micro,
meso, macro, and supra-macro levels in both advocacy and programming. Faith-based organ-
isations can also operate in these levels by piggy-backing on the pre-existing structures that
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their associated religious organisations have put in place. This therefore aids their efficiency and
provides advantages over secular NGOs.
NGOs often trade off credibility with their clients against broader social acceptance. For
example, broad-based public charities have large public constituencies and are therefore likely
to have objectives that broadly conform with the general public interest. In contrast, NGOs
closely aligned to their members are likely to have high credibility with this sector, but tend
not to attract wider social support (World Bank 1999). So while other NGOs may have to
trade off credibility with clients for wider population support, FBOs can simultaneously
achieve high support with both (see Figure 1), as they are visible at both the local level
working with target groups, but also because they form part of the social mores upon which the
wider society is based.2
This article will now examine how two very different FBOs are addressing HIV and AIDS
care and prevention. The first organisation is a regional network – the Asian Muslim Action
Network – based in Thailand. The second is a small, local Christian organisation – the
Yayasan Kesehatan Bethesda (Bethesda Health Foundation) – based in Papua, Indonesia. Doc-
umenting the approaches undertaken by these organisations provides a clearer understanding of
the role of FBOs in relation to reducing the transmission of HIV and AIDS.
Asian Muslim Action Network
The Asian Muslim Action Network (AMAN) is a regional network which brings together
progressive Muslims who share an interest in addressing development issues in Asia.
Founded in 1990 in Chiang Mai, AMAN now has around 800 members, individual and
organisational. While the membership is diverse, the network is founded on a common
belief in the need for Muslims to seek guidance from religious principles and teachings
in order to address contemporary development challenges, such as poverty, conflict, and
the marginalisation of vulnerable social groups. AMAN works both directly with benefi-
ciary communities and indirectly through member organisations in countries across South
and South-East Asia.
AMAN formally adopted the issue of HIV and AIDS as a priority work area in 2002. The
decision to expand AMAN’s work and develop an HIV and AIDS programme was significantly
motivated by two major realisations. First, it was acknowledged that although HIV-prevalence
Figure 1: Differing strengths of five types of non-profit NGO
Source: authors’ own work (modified from World Bank 1999)
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rates were low across Asia, a failure to respond would only facilitate the further spread of HIV
and AIDS, which in turn could result in devastating impacts on development and poverty
reduction in the region. This in turn would hinder AMAN working towards its broader goals
of sustainable development in Asia. Second, it was apparent that despite the large Muslim popu-
lation in Asia, relatively few Muslim organisations had any interest or involvement in addres-
sing HIV and AIDS. While Buddhists and Christians were becoming increasingly proactive in
formulating faith-based responses to HIV and AIDS, Asian Muslims were slow to respond. It
was suggested that an Islamic approach to HIV and AIDS was needed to fill a perceived gap
in national-level responses, particularly as it was felt that mainstream, secular approaches to
HIV prevention were ineffective in targeting Muslim communities, especially when they rep-
resented a minority group, such as in Thailand.
In the first phase of its HIV and AIDS programme, AMAN trained community trainers to dis-
seminate information about HIV and AIDS from an Islamic perspective to peers and the wider
community, and to assist in mobilising community resources to ensure the sustainability of
ongoing activities – such as further awareness raising and preventive education, along with
care and support for people affected by HIV and AIDS within target communities. The
central objective of having target groups assume responsibility for, and ownership of, awareness
raising and preventive education work meant that ongoing monitoring and evaluation of activi-
ties by AMAN staff was crucial, to ensure that accurate information was being conveyed, and
that target groups were not propagating judgemental or stigmatising views of HIV and AIDS in
their communities.
Reducing stigma was indeed an integral component of programme design, as the findings of
research previously carried out by AMAN indicated that judgemental and discriminatory atti-
tudes were common within surveyed Muslim communities (Charnley 2007). In fact, of the four
countries surveyed, despite having better overall levels of knowledge of HIV and AIDS,
Muslims in Thailand held the most conservative and judgemental attitudes about HIV and
AIDS. More than half of the respondents from Thailand believed that HIV and AIDS is the
disease of sinners, and more than 80 per cent maintained that the disease is a punishment
from Allah (Charnley 2007). It was therefore critical that issues of stigma and discrimination
were addressed from the outset, particularly through drawing upon the teachings of compassion
and justice that are central to Islam.
As part of the strategy to reduce stigma and discrimination, AMAN sought the involvement
of Muslim people living with HIV and AIDS (PLHIV) in programme activities, such as training
workshops, where they gave personal accounts of their experience of living with HIV. The
evaluation of workshops indicated that having the opportunity to meet and listen to PLHIV
was an effective way of introducing target groups to the ‘human face’ of HIV and challenging
negative preconceptions and attitudes towards PLHIV.
AMAN has also been involved with promoting the role of faith-based responses to HIV and
AIDS in Asia. As a founding member of the Asian Interfaith Network on HIV and AIDS in Asia
(AINA), AMAN has been involved in advocacy for better inclusion and cooperation with FBOs
in regional and national-level HIV and AIDS responses. In the lead up to the 8th International
Congress on AIDS in Asia and the Pacific in August 2007 (ICAAP-8), AINA undertook a
number of activities to increase the profile of faith-based responses to HIV and AIDS in
Asia, and through these efforts it helped to ensure the inclusion of faith-based approaches in
the programme of ICAAP-8, and as a central feature of the opening ceremony of this event.
AMAN members in countries across Asia have been involved in various national interfaith net-
works, including the Interfaith Network on AIDS in Thailand (INAT), which have organised
various consultations and exchange programmes to share ideas and approaches in responding
to HIV and AIDS.
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Since starting work on HIV and AIDS, AMAN has encountered a number of challenges as a
result of approaching the issue from an Islamic perspective. Undoubtedly the single greatest
challenge has been the pervasive stigma associated with HIV and AIDS within Muslim commu-
nities. The fact that HIV and AIDS is largely associated with haram (illicit) activities – such as
extra-marital sex and drug use – meant that initially there was some denial and reluctance to
acknowledge that Muslim communities are affected, or that this is an issue that Muslims
should be responding to. Among some communities there was also a belief that it was inap-
propriate to use religious leaders, institutions, and forums to be discussing HIV and AIDS
and the associated issues of sex and sexuality. Indeed in some target communities it took
time to build trust with religious and community leaders, and to persuade them of the impor-
tance of a Muslim response to HIV and AIDS. The experience of AMAN’s partners indicated
that challenging such preconceptions was most successfully done with a respectful and patient
approach, where available statistics, religious teachings, and examples of existing involvement
of Muslim leaders and scholars from around the world could be drawn upon to encourage reli-
gious leaders to become involved in responding to HIV and AIDS.
Indeed, the challenges presented by the stigma associated with HIV and AIDS within Muslim
communities also had to be tackled at a theological level, as it was largely derived from and
perpetuated by particular interpretations of religious teachings. For example, AMAN’s research
into existing attitudes and perceptions of HIV and AIDS indicated that some members of
Muslim communities believed that HIV and AIDS were punishment from Allah. In Thailand,
82 per cent of respondents felt that HIV and AIDS were punishment from Allah, while 50 per
cent felt that HIV was a disease of sinners (Charnley 2007). Together with providing accurate
information about HIV transmission, such negative preconceptions had to be addressed through
engaging in theological debate. A number of contentious theological issues inherent in an
Islamic response to HIV and AIDS also had to be acknowledged and addressed in AMAN’s
work. Issues such as condom use and homosexuality frequently arose, and AMAN members
sought to formulate answers from existing resources, writings, and ongoing debates concerning
these matters. The issue of the permissibility of condoms in Islam was perhaps the most frequent
question arising, and one on which it was difficult to reach complete consensus. However, as an
organisation, AMAN’s official stance has been to acknowledge the use of condoms as an effec-
tive preventive measure with HIV-discordant couples, as had been expressed in the Statement of
Commitment formulated by AMAN members during an international HIV and AIDS consul-
tation in 2004.
While the social change that AMAN’s HIV and AIDS programme is trying to facilitate takes
some time and is difficult to measure, there have been many indications of success. First,
post-training evaluations with all target groups have indicated that participants have gained
improved knowledge of HIV and AIDS, and that their understanding of how to approach the
issue from an Islamic perspective has been improved. AMAN members have reported that
there has been increased enthusiasm about the programme within beneficiary communities,
that participants are taking the initiative to raise awareness within their communities, and
that there have been numerous requests for ongoing work with AMAN.
Perhaps the most observable change brought about by the programme to date, however, has
been the increased confidence and interest of AMAN members to tackle issues of HIV and
AIDS. From a hesitant and slow start, AMAN has seen its member organisations become
more concerned and willing to work with these issues. There have been observed and self-
reported changes in attitude on the part of AMAN members, who through their involvement
in the programme have changed their previously judgemental and stigmatising views on HIV
and AIDS. At the International Muslim Pre-Conference organised by AMAN in September
2007, AMAN felt encouraged by the way in which members had become more vocal and
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engaged in complex HIV and AIDS issues, and by their desire to become more actively
involved in HIV and AIDS advocacy. The regional consultation for Positive Muslims and
Support Groups held by AMAN in February 2008 was a lucid illustration of how far AMAN
has progressed in working with HIV and AIDS, as during this consultation members showed
unwavering support of the Muslim PLHIV present, and demonstrated a genuine willingness
to work collaboratively in the future, particularly towards the greater empowerment of
PLHIV within Muslim communities in Asia. Through its experience of working with HIV
and AIDS to date, AMAN has strengthened and expanded its network of stakeholders involved
in responding to HIV and AIDS from faith-based perspectives, and it is hoped that this network
will continue to develop, support, and advocate for the place of faith-based responses to HIV
and AIDS work in Asia.
Yayasan Kesehatan Bethesda (Bethesda Health Foundation)
Yayasan Kesehatan Bethesda (Bethesda Health Foundation – YKB) is a local Christian organ-
isation which works with church groups (particularly church leaders), rural communities,
people living with HIV, and street children in Papua, Indonesia. YKB opened in 1984. It was
set up by nine churches (Catholic, Indonesian Evangelist, Papuan Evangelist, Adventist, Refor-
mation, Baptist, The Evangelist Camp, Uniting, and Protestant denominations) as a means of
distributing medical supplies to Christian communities all over Papua. However, the Catholic
Church has been the most consistent and active in its involvement with YKB. YKB currently
receives funding and support from numerous other organisations, such as AusAID, USAID,
KPA (the national AIDS commission), and MCC (Mennonite Central Committee). As a
result of the changes in funding, the focus and purpose of YKB have changed over time.
While the provision of medical supplies was once their sole purpose, the main focus is now
training. YKB responds to the needs of the Christian community at the request of the churches.
HIV became a priority because it was noted that 70 per cent of people living with HIV in Papua
were from the Christian congregation, and the churches did not know how to address the issues
or help their people. YKB responded to this by setting up a sexual-health programme presented
via church leaders.
Papua is a deeply religious area, with the majority of Papuans being Christian. Due to the
number of Indonesians migrating to Papua (mainly Javanese and Sumatran), there are also
increasing numbers of Muslims, as well as Buddhist and Hindus – although they remain the
minority. The strong religious affinity of Papuans has resulted in the churches (and other
places of worship) being appropriate locations for providing information on the transmission
of HIV and AIDS (and other sexually transmitted infections). While the basis of this education
is abstinence and faithfulness, many of the religious leaders have recognised the need to
promote safer sex and they have chosen to work closely with various NGOs and with KPA
(the national AIDS commission).
The Sexual Health Program is YKB’s most successful HIV and AIDS programme. It began in
October 1999 and focused on providing HIV and AIDS training for church leaders and working
with young people. It recognises that religion is very strong in Papua and believes that the church
is the best way to reach people. The Sunday Schools were targeted because they meet regularly,
and the relationships between the leaders and students are usually good. YKB provides training
for church leaders (Sunday School Teachers) and District Liaison Officers (DLOS, who act
as the intermediaries between the church and YKB). DLOs are on-site within local clusters.
The programme is run in a number of hard-to-reach areas as well as in the cities. Currently, it
operates in 15 sub-districts, involving 99 church congregations from 11 different denominations.
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There has also been interest in joining the programme from some Muslim groups; YKB is keen
for this to take place and is currently pursuing this partnership.
The church leaders are taught about HIV and AIDS and are given a range of resources (from
KPA in conjunction with other international NGOs) and ongoing training and evaluation ses-
sions provided by YKB. YKB helps the church leaders to design programmes that cover 18
topics for sexual-health promotion and pastoral care (topics covered include love, sex, marriage,
HIV, and AIDS). The church leaders have faced some resistance from other church members.
Some people agree that HIV prevention should be discussed through the church, but not by pro-
moting condoms. They believe in the promotion of abstinence and being faithful. YKB distri-
butes to church groups condoms, posters, pamphlets, DVDs, CDs, and comics promoting ABC
(abstain, being faithful, and condom use) and encouraging people to be tested and talk more
openly. The majority of communities have enthusiastically accepted most of the material,
although some have opposed it. It should be noted, however, that the church groups that partici-
pate in the programme have chosen to do so voluntarily. This has meant that the priest/pastor/
rector/vicar has supported the programme and does not easily give in to public pressure. Most
people who initially opposed the programme now have respect and understanding and support
its aims and objectives. YKB believes that the acceptance is due to the material covered and the
approach used. By addressing HIV and STDs through pastoral care and by combining the topic
with a group of other issues concerning relationships and love, the church community can be
helped to accept the teaching as necessary.
The monitoring and distribution of materials is a huge problem in the hard-to-reach areas.
The materials are often inappropriate, as they may rely on electricity and existing resources
(for example to view films) and on people being able to read and/or speak Indonesian, but
this is not always the case and creates many problems for the church leaders. Church leaders
were pleading for more materials, saying that films and CDs are not always an option
because they do not necessarily have equipment or electricity. When they do show the films,
the groups are always too big or people are coming and going during the film, so they are
unable to run effective discussion groups.
A second intervention is the Empowerment of Civil Society Program, run in cooperation with
the Papuan government and UNDP. It has been running since 2006 in four districts, and focuses
on economy, health, and education. YKB provides training for participants involved in the
programme, which includes sexual-health education and the distribution of HIV and AIDS
information and condoms (both male and female).
While there is no record of HIV being transmitted by sharing infected needles, YKB has
recognised that injecting drug use is likely to become a risk behaviour in the future and is dis-
cussing a needle-exchange programme. Other NGOs and the KPA do not seem interested in a
needle exchange programme because they see no threat from syringes as yet. In Jakarta, the
needle-exchange programme is causing considerable controversy and is under constant
attack. With so many street children and sex workers already abusing substances (alcohol, mar-
ijuana, betel nut, and glue, all usually in combination), they would be the most groups most vul-
nerable to HIV infection through contaminated injecting equipment. They are already highly
exposed through sexual activity, and interventions to help them are still underfunded and
inadequate.
Through the work of YKB, there have been many positive changes. There are now HIV-posi-
tive street children working in HIV prevention with other NGOs and church groups. Access to
information and HIV and AIDS resources in remote areas has become more readily available to
communities, and more church groups and even Muslim groups are asking to participate in the
YKB sexual-health programme. The acceptance, changing attitudes, and support that the pro-
gramme has brought about have made a huge difference to the community. If the YKB
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model were adapted to suit schools and other religious groups and implemented as compulsory
learning, it would undoubtedly be able to bring about huge social change. So far, the programme
is proving to be highly successful by changing the attitudes towards people living with HIV and
AIDS and by supporting individuals to change their own behaviour and lifestyles.
A faith-based organisation and HIV and AIDS approach
There is no one approach or model for FBOs to adopt when working with communities to
reduce the transmission of HIV or provide care to those with AIDS. Just as distinct NGOs
operate differently within this sphere, so too do FBOs. However, there are some characteristics
of successful interventions to enhance the effectiveness of FBOs that can be learned from the
examples discussed above (see Figure 2). These lessons are drawn from the experiences of
AMAN and YKB discussed above.
The key to successful HIV and AIDS interventions by FBOs is managing the tension between
the ability of and the limitations on the FBO in achieving behaviour change within a commu-
nity. FBOs have both credibility within and access to local communities. This credibility and
access is central to the effective dissemination of information and increased knowledge of
HIV and AIDS. FBOs have a natural position of authority with communities which is based
on their links to religious belief systems. While secular agencies would spend considerable
time building a reputation and level of trust with a community, by their very nature FBOs
already have an advantage in this regard. If FBOs disseminate integrated education materials
that reflect existing knowledge and align with practised risk-reduction behaviours, they
are able to draw on their authority as experts in this field. While FBOs have a natural
authority, this does not necessarily ensure that individuals will change their own practices at
the simple behest of the FBO. Indeed, the authority of the FBO is attributable to its own relation-
ship to a religious belief system, which universally warns against the activities that are risk
Figure 2: Wheel of successful FBO characteristics in dealing with HIV and AIDS
Source: authors’ own work
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behaviours for HIV transmission (illegal drug use and non-monogamous sexual intercourse). It
is evident, however, that these teachings have not prevented people from undertaking such risk
behaviours. So if the authority of the religious body itself cannot hold sway over personal be-
haviour, FBOs cannot expect to simply dictate appropriate behaviour. They must therefore
acknowledge their own limitations when seeking to change risk behaviours in working with
communities.
From this realistic acknowledgement of the FBOs’ strengths and weakness, eight character-
istics or attributes spread out like the spokes of a wheel, as illustrated in Figure 2. These eight
characteristics support the successful implementation of a FBO HIV and AIDS intervention.
Train the religious leaders
The primary basis of the FBO’s authority is its link to a religious belief system, and as such the
natural partner for FBOs is the existing religious organisation to which it is aligned. It is necess-
ary that these two organisations work closely when addressing HIV and AIDS. Religious
leaders provide very important moral and religious support for an FBO’s interventions. Training
religious leaders in both the myths and facts of HIV transmission is necessary to ensure that
their sermons and actions do not contradict the FBO intervention. Having the imprimatur of
the local religious leader adds great weight to the FBO.
Start where the community is
As each community is different, so too will be the members’ initial knowledge of HIV and
AIDS. As behaviour change is the primary means of reducing risk of transmission, targeted
information must be specifically tailored to the knowledge, beliefs, and the practices of that
particular community. Indeed, there are likely to be distinct cohorts within each community,
requiring distinct integrated education materials that address their own circumstances.
FBOs must investigate knowledge of HIV and AIDS transmission and practice of risk
behaviours within their communities before making interventions. Starting at the grassroots
is also pertinent to selecting appropriate responses. In order to maintain community
support, immediate and aggressive condom social marketing may not be appropriate as an
initial intervention. FBOs must challenge their communities, but not threaten them. Over
time, FBOs may be able to succeed in socially marketing condoms with the support of the com-
munity (including religious leaders), but not if they overwhelm community goodwill in the first
instance.
Acknowledge possible disconnection between religious teachings and moral tenets
and risk behaviour practised in the community
Although dressing infected wounds and transmitting the virus during pregnancy do not trans-
gress religious teachings or moral tenets, sharing needles and sexual intercourse may very
well do so. Injection of illegal drugs and extra-marital sexual intercourse – including heterosex-
ual intercourse with commercial sex workers or sexual intercourse between men – are risk
behaviours associated with the transmission of HIV. FBOs must acknowledge these risk beha-
viours and incorporate this knowledge into their interventions. It is insufficient for FBOs to
exclude such consideration simply because they are in conflict with the religious teachings.
FBOs cannot ignore the reality of risk displayed by the communities with whom they work,
even if such behaviour contravenes what is expected from and associated with their religious
beliefs and teachings.
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Work with other FBOs and secular organisations (including national or regional
bodies)
Changing behaviour is difficult and requires not only knowledge and information, but also an
enabling environment to support efforts to change. This enabling environment may include
improved sustainable livelihoods, access to education and health services, increased personal
security, enhanced gender awareness, and so forth. It is not reasonable to expect FBOs to engen-
der such an enabling environment in isolation. They must therefore work closely with other
FBOs, with secular organisations, and, importantly, with government agencies – especially
public ministries of health and law and order. Working in isolation or limiting cooperation
with other sectarian agencies will limit their effectiveness.
Understand that interventions addressing HIV and AIDS are long-term in nature
Behaviour change takes time to initiate and takes further time to become entrenched as a
new sustained pattern of behaviour. The length of time taken for this transition differs
between individuals, but it is substantial. Moreover, given the risk behaviours associated
with HIV transmission (i.e. drug use and sexual activities), new cohorts of potential risk-
takers are constantly appearing as children become young adults. Therefore, addressing
HIV and AIDS cannot be equated to, for example, installing water and sanitation infrastruc-
ture, nor even improving gender awareness. There is a need for long-term support of behav-
iour change, but also ongoing dissemination of information with new cohorts of young
people at risk of undertaking these behaviours. Associated with the long-term nature of
these interventions is a constant review of risk behaviours and practices to ensure that
the information being disseminated is relevant to current awareness and risk behaviours.
Fundamental to this is securing long-term funding (through either secular or sectarian
donors).
Address all transmission modes, even if these risks are not currently being practised
within the community
It is necessary to provide information on all modes of HIV transmission, even if the community
does not currently practise certain risk behaviours. Therefore, while injecting drug consumption
may not be a known activity, for example, it is still important for the FBO to include infor-
mation about the importance of clean injecting equipment in its information dissemination
activities. Likewise, it is necessary for information to be provided on how women and men
can negotiate condom use within sexual relationships.
Integrate HIV and AIDS prevention interventions within a wider programme of social
and community development, which includes care of those living with HIV and AIDS
Successful HIV and AIDS interventions do not sit in isolation from other community develop-
ment interventions. Indeed, certain risk behaviours arise due to general issues associated with
poverty that can be properly addressed only through wider community development. Moreover,
FBOs should use their strong connections and authority in local communities to actively reduce
stigmatisation in relation to HIV and AIDS by ‘mainstreaming’ prevention interventions into
their normal community development work. In addition, they should also actively seek to
provide care (and social respectability) for people living with HIV or AIDS. These care inter-
ventions may include some welfare-based activities, including provision of food, shelter and
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health care, but can also include micro-finance opportunities (including skills training) and
social events for companionship.
Advocate for better national programs (and funding) addressing HIV and AIDS
Drawing on their national networks, FBOs can advocate for improvement of HIV and AIDS
responses, programmes, and funding from national governments. FBOs do carry significant pol-
itical influence in some developing countries and can draw on their constituents to pressure
national governments to enhance responses to HIV and AIDS. When working in conjunction
with sectarian agencies and other community-based organisations, this influence is multiplied.
FBO campaigns on the national stage also have the associated benefit of further reducing
stigmatisation of HIV and AIDS, as it is seen as a ‘respectable’ development issue worthy of
consideration by dint of the FBOs’ involvement.
Managing the tensions of the potential influence (and lack thereof) and incorporating eight (or
part thereof) of the lessons described above will have implications for how FBOs may currently
work. There may be some concern that adopting the lessons above will minimise the distinction
between FBOs and NGOs, with the former losing their overarching religious identity and secu-
larising themselves to become the latter. This need not be the case. The religious aspect of FBOs
makes them quite distinct from secular NGOs, in both their motivation and their connection to
their communities. Depending on the country or region, FBOs may be embedded in the cultural
structure, which makes it easy to work seamlessly at all levels within society and to access all
community members. In less religious states, or where the FBO is associated with a religious
minority, connections with the wider community will be weaker – but possibly stronger with
the specific religious cohort being engaged with. In either circumstance, the existing levels of
trust and relationships will be more permanent than a relationship with a secular organisation
that may be more transitory or motivated by a specific cause or need.
Conclusions
FBOs are increasingly important agents in addressing a wide range of development issues. They
take many forms, but they have in common a religious-based heritage, motivation, or network.
This sectarian identity provides them with unique connections to local communities, but also to
national and international networks. While many FBOs may have avoided addressing HIV and
AIDS when it first became a development issue in the 1980s and early 1990s, there has more
recently been a stronger engagement from FBOs in the prevention of HIV and in the care of
people living with AIDS. The past reticence largely stemmed from denial of HIV and AIDS
being a problem, and from silence motivated by the perception that transmission was
through immoral acts and illegal behaviours. However, in line with FBOs’ increasingly
active role as community development agents in other spheres, their involvement in HIV and
AIDS issues has increased also. There has been recognition more recently among both FBOs
and donor agencies that FBOs are themselves well placed to inform, educate, motivate, and
support behaviour change within communities and to advocate in national, regional, and inter-
national forums on behalf of those people affected by HIV and AIDS.
This article has conceptualised a wheel of successful characteristics of FBO interventions in
HIV and AIDS. These characteristics are drawn from case studies of two FBOs working to
reduce HIV transmission and provide care to people living with HIV or AIDS: a Christian
organisation in Papua and a Muslim network based in Thailand. While each is unique, and
they operate in distinct ways, these two organisations provide insights and lessons for other
FBOs seeking to combat HIV and AIDS. Rather than becoming more secular, FBOs’ sectarian
16 Development in Practice, Volume 21, Number 1, February 2011



























identity makes them a powerful and important resource in the ongoing campaign against HIV
and AIDS.
Notes
1. This excludes the transmission from (generally) husband to wife, because sexually transmitted HIV
cannot be introduced into a monogamous and faithful relationship. Transmission in this context
requires one partner to have contracted the virus via one of the transmission modes discussed above.
2. Assuming that the FBO is of the religious majority for that particular country or region.
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